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lated through left brachial artery, and the
authors mentioned that they performed the
operation without circulatory arrest. Prefer-
ring the left brachial artery instead of right
for cannulation site may limit the use of
open distal repair technique when neces-
sary. Our group has reported 104 cases of
arch repair using right brachial artery
where open distal repair was easily per-
formed by reducing the flow and applying
atraumatic vascular clamps to the innomi-
nate and left carotid arteries.2
The authors have reported using 20F
cannulas during their two operations. Ac-
cording to our experience, a 20F cannula is
too large for the great majority of patients.
We preferred using the Calmed non–wire
reinforced venous return catheter (Califor-
nia Medical Laboratories, Irvine, Calif),
the tip of which can be trimmed to 16F to
18F diameter according to the size of the
patients’ brachial artery due to its conical
shape.
The authors suggest that the end of the
inserted cannula should not extend beyond
the origin of the subscapular artery to pro-
tect collateral circulation of the upper limb.
We inserted the catheter into the brachial
artery as its tip is positioned 5 to 7 cm
proximal to the arteriotomy, which in most
cases extended beyond the origin of the
subscapular artery, but this did not cause
upper limb ischemia in any of our patients.
We are in complete agreement with the
authors that the brachial artery is an easily
accessible site for cannulation. In our cur-
rent practice it is the standard for the repair
of aneurysms and dissections of the aortic
arch.
Seref A. Kucuker, MD
Oguz Tasdemir, MD
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Reply to the Editor:
We would like to thank Seref A. Ku¨cu¨ker
and Oguz Tasdemir for their comments on
our article. Unfortunately, when we sent
our material to the editorial office we were
not aware of their publication.1 The edito-
rial office of the Annals accepted their pub-
lication on February 7, 2002, while the
article sent by us arrived at the JTCS edi-
torial office on May 3 of the same year.
Our surgical team started the experi-
mental laboratory work for brachial artery
cannulation in 1999 for the purpose of en-
suring cardiopulmonary bypass and antero-
grade perfusion in the aortic arch, mainly in
the acute aortic dissection operations. This
was an interdisciplinary investigation car-
ried out jointly with the Applied and Clin-
ical Anatomical Laboratory, Department of
Anatomy, Histology, and Embriology,
from the Semmelweis University of
Budapest (this laboratory is led by Dr Lajos
Patonay); the clinical examinations were
performed in the Hand Microcirculation
Functional Laboratory from the Medical
and Health Science Center, University of
Debrecen (Dr Zolta´n Csiky and Dr Ildiko´
Garai). On the basis of the morphological
and hemodynamical laboratory investiga-
tion results, in 2001 it became possible for
us to ensure cardiopulmonary bypass just
through brachial artery cannulation.2
In our first patient we carried out left-
side brachial cannulation because in addi-
tion to the 2 femoral arteries, the right
subclavian artery was also effected
(namely, the pressure measured in the right
side brachial artery was 50 mm Hg lower).
In both cases we were able to use 20-F
cannulas with the technique described by
us (naturally this can vary between 16- and
20F-sized cannulas depending on the pa-
tient’s build).
It must be mentioned that during car-
diopulmonary bypass the pressures mea-
sured in the arterial line are higher, there-
fore we always endeavored to use the
thickest cannulas.
Despite there being no immediate clin-
ical consequences from not maintaining the
collateral circulation in the subscapular ar-
tery, on the basis of the above-mentioned
laboratory and clinical hand circulation ex-
aminations, we consider it important and
worthwhile to position the cannula such
that the collateral circulation through the
subscapular artery is maintained. It is pos-
sible that longer reperfusion under normo-
thermia could lead to temporary neurolog-
ical complications due to the reduced hand
perfusion.
Besides this, it is expedient to cannulate
the brachial artery as distally as possible, so
that the possible iatrogenic dissection
caused by the cannula remains at some
distance from the aortic arch. We are con-
vinced that the manufacturing companies,
jointly with the clinicians, will further de-
velop the manufacture of this kind of can-
nula.
Again, we thank Kucuker and Tasdemir
for their extremely interesting and valuable
work.
Zolta´n Galajda, MD, PhD
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Medical resources and capital
punishment
To the Editor:
The editorial in the March 2003 issue of the
Journal on heart transplantation for con-
victed felons1 made interesting reading.
McKneally and Sade agreed that human
life should be preserved without question.
A similar dilemma confronted me once,
when a prisoner awaiting death sentence
was brought in for a valve replacement
while his application for mercy was being
considered. Irrespective of his clinical sta-
tus, he would later be hanged to death. The
dilemma was whether we were doing the
right thing in replacing the valve so that he
could face his death sentence soon. Would
it have been preferable to reserve these
resources for someone whose death was
not so imminent? In any case, we replaced
his aortic valve. The patient is now alive 6
years after the operation, and his death
sentence has been commuted to life impris-
onment. He is brought for regular fol-
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